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Findings of an Abbreviated Complaint Survey
completed on April 6, 2023 at Monticello House
identified no deficient practice, related to the
reported complaint allegations, under the
requirements of 42 CFR Part 483, Subpart B
Requirements for Long Term Care Facilities and the
28 PA Code, Commonwealth of Pennsylvania Long
Term Care Licensure Regulations as they relate to
the Health portion of the survey process.
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